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ABSTRACT Evidence-based interventions designed to reduce the risk of re-
offending, particularly violent re-offending, are commonly offered in
correctional systems around the world. The interventions are often based
upon the application of several principles of service delivery that have become
widely known as the ‘what works’ approach to offender rehabilitation. The
applicability of these principles to forensic psychiatric services has yet to be
determined. The aims are to examine the possible application of the ‘what
works’ approach and its implications for forensic mental health practice. The
method used was a review of relevant research from both the general offender
and forensic psychiatry literature. The principles underlying the ‘what works’
approach are likely to have utility in service delivery in forensic psychiatry,
particularly when a treatment target is a reduction in risk of harm to others.
The individualized models of patient care practiced in forensic psychiatry are
also likely to have utility in improving treatment outcomes in correctional
settings. The conclusion is that an increased interchange of ideas and
interventions between the two areas of practice is likely to be of mutual
benefit. This is an area that requires significant development.
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INTRODUCTION
Although the criminal justice system and the health care system have
fundamentally different social functions, there are areas of common
purpose, and even common interest. Both are charged with the responsi-
bility to protect members of the community from harm, although, arguably,
this responsibility is more ambiguous for the health than for the criminal
justice system. One area of health in which this responsibility has a priority
is the psychiatric care of mentally disordered offenders (Grounds, 2001;
Home Office, 1996). Fulfilling this responsibility requires the prevention of
harm in the form of treatment of the mentally disordered offender so as to
reduce the probability of future offending (and, in particular, violent
behaviour). This responsibility is similar to that of the criminal justice
system (in the form of prison and probation services) where a similar
obligation exists to intervene in the form of treatment or rehabilitation, so as
to reduce, for example, the probability of future violent offending. It is also
true, however, that correctional services have a ‘duty of care’ – an obligation
to provide adequate health and mental health services and conditions.
These elements of common purpose should not, of course, lead us to
overlook the fact that the two systems also have purposes that differ.
Imprisonment, for example, or even correctional treatment in the
community, also serves to punish and deter (both individual and general
deterrence). Whilst it is possible that some mentally disordered offenders
experience psychiatric secure care as both punishing and deterring, these are
not intended consequences of admission to services.
Given the common requirement to ‘treat’ offending behaviour so as to
protect the community, and given that the offending behaviours may take a
very similar form (for example, homicide and serious assault offences would
feature in both), it would be expected that some commonality of treatment
theory and method would exist. The counter-argument to this latter
expectation would probably be the assertion that the treatment needs of the
mentally disordered and the normal offender are fundamentally different.
Violent offending behaviour may occur within mentally ‘normal’ indivi-
duals who are likely to be offered treatment within correctional systems and
also within the mentally ‘disordered’, who are likely to be treated in health
settings (typically, within forensic psychiatric services). Approaches to
treatment often differ radically in these two settings. Such marked
differences are hard to justify and may be largely due to differential
cultures, organizational histories and philosophies within the correctional
and health systems, rather than to the characteristics, functions and
explanations of the violent behaviour itself. In this paper, we wish to
develop this latter argument in greater detail. A useful structure for this
discussion is to specify the important principles that are widely acknowl-
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edged as underpinning effective rehabilitation and treatment programmes in
the criminological setting and then to ask whether these principles are
applicable in psychiatric systems.
There is now an established body of evidence suggesting that rehabilita-
tion programmes for offenders can be effective in reducing recidivism (see
Day and Howells, 2002 for a review). Meta-analytic reviews incorporating
the results of interventions with thousands of offenders have led to the
articulation of a number of principles that now underpin rehabilitation
service delivery in many jurisdictions. The approach has become widely
known as the ‘what works’ approach, and can be considered as an
empirically driven approach to service delivery. Grubin (2001) suggests
evidence-based practice in forensic mental health has been slower to
develop, commenting that ‘programme developers in America and the UK
have got on with applying effectively the notions of evidence based
treatment to offenders, leaving behind most of us who work within forensic
mental health’ (pp. 109 – 110).
The ‘what works’ approach is based on the application of three core
principles. The first principle, known as the Risk principle, suggests that the
most intensive services should be targetted at those who are at the most risk
of re-offending. The second principle, the Needs principle, suggests that the
targets for any treatment should be those factors that are known to be the
causes and correlates of the offending. These are known as dynamic risk
factors or criminogenic needs. The third principle, Responsivity, refers to
programme delivery, and in particular the need to match the content of
programmes to individual learning styles and characteristics. Andrews and
Bonta (1998) also outline a number of other principles, including the need
for programmes to be delivered with integrity, and for clinical decision
making to be considered.
The Risk Principle: Is it relevant in psychiatric systems?
Risk assessment is essentially concerned with the likelihood of an offence
re-occurring. There are currently a number of well-validated measures of
risk assessment used to predict the likelihood of violence in non-disordered
populations. These measures generally offer a method for assessing risk of
re-offending on the basis of the presence or absence of a number of risk
factors and vary both in terms of their content, and in the extent to which
they have been validated for use with different populations (Dolan and
Doyle, 2000; Heilbrun and Kramer, 2001; Shaw, 2002).
The level of risk ascribed to an individual offender can have far-reaching
effects on his (or her) subsequent management. Decisions relating to release
from prison, the granting of parole, and any conditions attached, will
usually be informed by the risk assessment. The risk principle, as applied in
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general offender rehabilitation programming, suggests that offenders who
are identified as medium to high risk should be selected for more intensive
treatment programmes (Andrews and Bonta, 1998).
Applying the risk principle to forensic mental health settings would
demand firstly that accurate methods of assessing risk in mentally
disordered offenders are available. Most (but not all) existing measures
have been developed and validated with non-disordered offender popula-
tions, and do not necessarily take account of some of the specific risk factors
that might be pertinent to mentally disordered offenders (these are described
later in this paper). Secondly, there are often methodological difficulties in
validating risk assessment methods with mentally disordered offenders,
including obtaining large enough samples, and controlling for other
variables such as length of time spent in the community (Jamieson, Davison
and Taylor, 2000).
Despite these limitations, risk assessment is rapidly becoming a feature of
many forensic psychiatry services (e.g., Dolan and Doyle, 2000; Heilbrun
and Kramer, 2001; Monahan et al., 2000; Nieberding, Tatum-Moore and
Dematitis, 2002; Rabun and Boyer, 2002; Seifert, Jahn, Bolten and Wirtz,
2002), although further work improving the predictive accuracy of risk
assessment methods is still necessary (Shaw, 2002). Thus, it is apparent, that
allocation of a risk category is increasingly being used within forensic
psychiatry to guide decisions relating to patient care and management. The
notion that the most intensive services should be offered to the highest risk
offenders thus seems relevant to psychiatric systems. Beyond the allocation
of high risk patients to more secure settings, however, it remains unclear to
what extent, within forensic mental health settings, the intensity of service
delivered is proportional to the degree of risk of the individual patient.
Criminogenic needs: The role of mental disorder?
Within the ‘what works’ approach, a critical distinction is made between
what have been termed static risk factors (those that are not amenable to
change, such as age of first conviction), and ‘dynamic’ risk factors, or what
have become known as criminogenic needs. These are amenable to change
and are used as targets for intervention and programming. There has been a
great deal of discussion concerning the extent to which mentally disordered
offenders have specific risk factors that differentiate them from general
offender groups. The co-occurrence of mental disorder and violent
behaviour is widely acknowledged, but the nature of the causal links (if
any exist) between the two classes of phenomena remains controversial and
uncertain, despite research efforts over several decades. Bonta, Hanson and
Law (1998) conducted a meta-analysis of studies predicting recidivism in
mentally disordered offenders and found that broadly similar factors
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predicted re-offending in the mentally disordered as in non-disordered
offenders. O’Kane and Bentall (2000) came to a similar conclusion in their
review of psychosis and offending: ‘Overall, the evidence we have
considered suggests that much of the violent behaviour attributed to
psychotic persons can be explained by the same factors that determine
antisocial behaviour by people who are mentally well’ (p. 171). Lindqvist
and Skipworth (2000) similarly argue that predictors of recidivism are
largely similar across different offender groups ‘irrespective of any
contribution from mental illness’ (p. 320). In this sense the targets for
intervention for both groups might differ less than might be initially
supposed.
However, there are also a number of risk factors for violence that may be
specific to disordered offenders. Firstly, there is some evidence to support
the inclusion of the role of psychotic symptoms and substance abuse as
criminogenic, at least for some patients. Particular psychotic symptoms such
as paranoia (Grossman, Haywood, Cavanaugh, Davis and Lewis, 1995), and
delusions involving personal targets (Nestor, Haycock, Doiron, Kelly and
Kelly, 1995), have been associated with violent behaviour. There have also
been suggestions that experiences involving a loss of self control (e.g.,
thought insertion) may lead to a loss of constraint on behaviour. Link and
Stueve (1994) reported that patients who felt threatened by others and were
unable to have control over their own thoughts were twice as likely to have
been violent than those who reported other psychotic symptoms. These
have been labelled threat-control-override, or TCO, symptoms. Swanson,
Borum and Swartz (1996) reported that combination of substance abuse and
TCO symptoms very strongly predicted future violence (see also Soyka,
2000), leading some to conclude that the real public health issue concerning
psychiatric disorder and violence and disturbed behaviour is substance
abuse (Beck and Wencel, 1998). Command hallucinations are the other
major type of first rank symptom, that are regarded as clinical risk factors.
Rogers, Gillis, Turner and Frise-Smith, (1990) reported that 43% of forensic
referrals with auditory hallucinations also experienced command hallucina-
tions related to their offending. Milton et al. (2001) found little evidence to
link specific psychotic symptoms with aggression in their study of first
episode psychosis, they did report an independent effect of drug-related (but
not alcohol misuse) co-morbidity on aggression following contact with
services.
Lindqvist and Skipworth (2000) suggest that family problems, poor
socio-cultural circumstances and anti-therapeutic system dynamics might be
additional areas of specific risk/need in mentally disordered offenders.
Clare, Bailey and Clark (2000) have also emphasized the role of social and
familial factors (such as abuse) in increasing the risk of violence in
adolescents. Other risk factors may come from specific management
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strategies. For example, Swanson et al. (2000) reported that out-patient
commitment may reduce the risk of violence in patients with severe mental
illness, and Jamieson et al. (2000), suggested that direct discharge into the
community (from special hospital settings in the UK) may be correlated
with increased reconviction rates.
This research suggests that mentally disordered offenders are likely to
have a variety of criminogenic needs, some of which may be implicated in
their mental disorder, while others will be independent of it. Those needs
not directly associated with mental disorder might include attitudes and
beliefs supporting offending, poor anger control, and having criminal
associates and peers (Andrews and Bonta, 1998). From the what works
viewpoint, it is only through an assessment of the presence or intensity of
these risk factors for an individual patient that a treatment plan designed to
decrease the risk of further offending can be developed.
Responsivity and the focus on the individual: Strengths of the forensic
mental health model?
While one of the strengths of the criminogenic model is that it has
resulted in the widespread delivery of offender rehabilitation programmes
based on population-based estimates of need (Ward and Brown, 2002),
there are dangers inherent in this approach. For example, given that poor
anger control acts as a criminogenic need for many violent offenders
(Howells et al., 2002), there is a tendency to assume that all violent
offenders have difficulties in anger management, and should therefore
attend programmes. Such a strategy is not likely to be effective (Howells
et al., 2002), and may even increase the risk of some violent offenders
who, for example, are over-controlled. The same may be true of sexual
offenders of whom we are encouraged to make numerous assumptions
(Calder, 1999) which may, as a result, defeat the object of therapy
(Thomas-Peter, 2002).
Thus, within correctional systems, although the responsivity principle is
adopted in theory, in practice, treatment deliverers are often unable to
provide the detailed and sophisticated idiographic assessment that the
reponsivity principle requires. Mental health systems, however, have a
tradition of working with the individual to identify needs, and much staff
time and resources are devoted to individual assessment and care planning.
The focus on individual need is a considerable strength of the psychiatric
model, in that it allows for the detailed assessment and development of
individualized and responsive care plans. The mental health model
consequently, creates a more responsive service than might be possible
within systems where the criminological model dominates. High respon-
sivity of this sort will assist in the engagement of the patient with treatment
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and in tailoring interventions to match the individual’s learning styles,
strengths, and personal goals.
CLINICAL APPLICATIONS OF THE WHAT WORKS
PRINCIPLES?
Assessment
As described above, the criminogenic approach to rehabilitation relies on
the accurate identification of those factors that are functionally related to a
class of offending behaviour within a population. It follows that a crucial
consideration in assessment and treatment of the mentally disordered
violent offender will be the determination of which, if any, features of the
mental disorder are causal for violent offending by the individual patient.
Theoretically, this needs analysis (or functional analysis) of offending
behaviour is as important for the mentally disordered offender as it is for the
non-disordered offender.
Daffern and Howells (2002) have recently argued that a functional rather
than a structural (diagnostic) assessment approach is required in under-
standing offending behaviour in the mentally disordered, which clearly and
systematically identifies the pathways to violent behaviour for the
individual patient. Such a functional analysis requires a comprehensive
analysis of individual symptoms such as hallucinations and delusions, the
cognitive and affective consequences of these two psychotic phenomena,
substance use, environmental occurrences and routines (including staff
behaviours), cognitive and affective antecedents and a range of other factors.
This approach, in conjunction with more formal risk assessment methods,
can then be used to plan a series of interventions designed to decrease the
risk of re-offending.
Whilst there are some reports of this method being used with mentally
disordered offenders (e.g., with recidivist arsonists, Jackson, Glass and
Hope, 1987), analyses of this sort are not widely reported in the psychiatric
literature. Our clinical observation is also that they are uncommon in
practice. When functional analysis is used, it is typically more likely to be
employed in the assessment of ward-based behaviour, such as aggressive-
ness, rather than to assess the behaviour (index offence) that led to
admission (e.g., Whittington and Balsamo, 1998).
This criminogenic approach to assessment of offending behaviour has the
potential to sit comfortably within existing methods of assessment of mental
health problems. Information used in a criminogenic needs assessment more
adequately addresses offending behaviour than does a reliance on assumed
relationships between mental health and offending. Such a criminogenic
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assessment would need to be derived from a variety of sources (e.g., record
review, interview and formal assessment) to determine what Monahan and
Steadman (1994) have termed relevant clinical, dispositional, historical and
contextual factors (see Nieberding et al., 2002). The assessment is then used
to identify those factors most closely associated with the offending that are
amenable to treatment, and adopting them as primary targets for
intervention.
Treatments and interventions
The critical corollary of the failure to conduct criminogenic needs analysis is
that criminogenic needs-based treatments are not implemented, at least to
the extent that is required by the demonstrated overlap in need between
disordered and non-disordered offenders. In principle, this identification of
criminogenic needs in the mentally disordered would lead to interventions
similar to those implemented for non-disordered offenders (for example,
problem solving, cognitive change, anger management, substance abuse
programmes, etc.). The manner of delivery of programmes (responsivity)
might, however, need to differ substantially for the mentally disordered and
the non-disordered, in order to take into account the many features of
mental disorders, particularly of major psychotic disorders, that are likely to
interfere with the treatment process (Thomas-Peter, 2002). It is also true
that the two groups will, by definition, have different, non-criminogenic
needs that will also require therapeutic attention (Hodgins and Muller-
Isberner, 2000).
In practice, the scale of implementation of such programmes for the
mentally disordered appears to be much smaller than it is for their non-
disordered counterparts (Hodgins and Muller-Isberner, 2000), at least as far
as can be judged from published studies. There have been few published
descriptions of the impact of such interventions upon offending in
psychiatric populations. Some encouragement towards the implementation
of criminogenic needs based programmes is provided by the developing
literature suggesting that cognitive behaviour therapy has a role in changing
aspects of delusional and hallucinatory behaviour (Chadwick, Birchwood
and Trower, 1996; Barrowclough and Tarrier, 1992; Bentall, Haddock and
Slade, 1994), and from previous research supporting the effectiveness of
social learning programmes for chronically institutionalized patients (Paul
and Lentz, 1977). These approaches are already based on a functional
analysis of behaviour in order to ascertain treatment targets, and, thus, both
the technology, and the skills required for the criminogenic approach are
available. There are few reports, however, of cognitive behaviour therapy
being used to explicitly address criminogenic aspects of psychotic
phenomena or of other major mental disorders – this is an area requiring
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substantial development. A central argument of Lindqvist and Skipworth
(2000) is that the context in which interventions is delivered is critically
important to their effectiveness. Interventions need to be delivered within a
cultural environment that is therapeutic and encourages the generalization
of skills learned in treatment to normal living environments, be they in
hospitals or the community.
We do not wish to suggest that interventions and treatment that impact
upon the level of risk are not offered within forensic mental health services.
Indeed there are a number of effective pharmacological interventions that
target criminogenic factors such as psychotic symptoms, substance abuse
and aggression in disordered offenders (e.g., Kravitz, Davis and Silberberg,
2001), and Fenton, Coutinho and Campbell (2000); Brylweski and Duggan
(2000) for Cochrane reviews). Rice and Harris (1997) have also reviewed
non-pharmacological interventions. In addition, Rask and Levander (2001)
have reported that encouraging the patient to talk about his or her crime is
one of the most common focuses of patient-nurse interaction. Relatively few
of these interventions, however, are tied explicitly to a functional or
criminogenic needs analysis of the patients’ offending behaviour, and there
is a clear lack of published outcome studies reporting the use of such
treatment approaches with this client group (Lindqvist and Skipworth,
2000).
Further barriers to criminogenic work in forensic mental health services
Given that the explicit purpose of forensic mental health services is to
provide treatment for the mentally disordered offender, and typically, to
reduce the propensity for violent behaviour, it is surprising that
interventions of the sort we are describing are not more common. This
may be explicable, in part, in terms of the smaller population of
disordered offenders, relative to non-disordered offenders. However, this
is unlikely to be the complete explanation. There are a number of other
reasons why less criminogenic (offending focused) work takes place in
forensic mental health services than might be expected. An obvious
possible explanation is that forensic psychiatric services are often
reluctant to accept responsibility for the offending behaviour of the
patients they manage, preferring to address the mental health needs of
offenders, rather than their criminal or violent inclinations. If true, the
consequence of this approach would be the fragmentation of care such
that while the whole of an individual is admitted to a forensic psychiatric
service, only part of their problem is addressed. For this reason mental
health reformers in the UK have argued that mental health services must
explicitly accept responsibility for public protection, for the first time,
(Department of Health, 1999).
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Another important factor may be the implicit theories of crime that
mental health practitioners hold. Mental health training is commonly based
on a philosophical model that places a primary emphasis on individual
differences that relate to poor functioning and subjective distress. Thus,
from this perspective, the core task becomes one of psychiatric diagnosis.
Applying such constructs to understanding violent criminal behaviour is
problematic, in that exclusively intrapersonal and disorder-based explana-
tions for violent crime are likely to be of limited utility given the range of
interpersonal and social factors that we know are related to committing a
violent offence (Howells and Day, 2002).
The knowledge base and theoretical models used by mental health
professionals (psychiatrists, clinical psychologists, psychiatric nurses and
psychiatric social workers) when they engage in the task of formulating and
explaining violence in patients are likely to differ substantially from those
used by professionals working predominantly in a criminal justice setting
(criminologists, forensic psychologists, correctional administrators). There
is a danger of these different viewpoints becoming polarized, with the ‘mad’
being seen as the province of the mental health professional and the ‘bad’ the
province of the criminal justice professionals (Mason and Mercer, 1998).
The need for more synthetic and holistic models and practices has been
increasingly acknowledged in recent years and finds expression, for
example, in reports such as that by the Social Exclusion Unit (1998) which
identifies broader social and structural causes of antisocial behaviour. The
view that explanatory frameworks should be broadened and a more holistic
view of the individual adopted also has parallels in the field of offender
rehabilitation. Ward and Stewart (2002, 2003), for example, have empha-
sized that meeting human needs in the widest sense plays a part in reducing
the risks posed by high risk offenders.
Other barriers to criminogenic work are of a pragmatic nature. When
patients are first admitted to a forensic unit the priorities, quite properly, are
attending to their immediate needs, care, and management of any risk to
themselves and others. Assessment of offending risk upon discharge back to
the community and the identification of criminogenic need is therefore a
task that assumes only secondary importance, and may be undertaken only
when discharge planning process is underway. Lindqvist and Skipworth
(2000) suggest that rehabilitation should commence soon after admission, as
this allows for maximal exposure to the process. For many patients in secure
forensic care, discharge is a graduated process, whereby they slowly move
into less restrictive environments. In this scenario, judgments of risk are
made primarily on the basis if an individual’s ability to cope with
diminished supervision. In this system, there is no obvious place for the
use of criminogenic assessment methods to plan treatment. It might be
argued that a difficulty with this system is that it places an emphasis on
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supervision as a main intervention to reduce risk. There is little evidence to
support the use of probation reporting or case management in decreasing
risk (McGuire, 1995; 1998), or on nursing supervision for mentally
disordered offenders (Ousley and Robinson, 2002).
Finally, the tasks of criminogenic assessment and of engaging the person
in a criminogenic-focussed therapeutic programme may be substantially
more difficult for mentally disordered than for non-disordered offenders
(Lamb, Weinberger and Gross, 2001). Detailed reporting of the events,
thoughts and emotions preceding a violent offence and addressing these
factors in treatment requires an adequate level of motivation. In a recent
paper Howells and Day (2003) identified seven potential impediments to
readiness to accept treatment for anger and violence problems. These
included the complexity of cases (psychiatric and psycho-social co-
morbidity), non-therapeutic treatment settings, dysfunctional client infer-
ences about the nature of their problem, the mandatory/coercive nature of
treatment and the presence of treatment-incompatible personal goals. Co-
morbid problems such as substance abuse may play a part in increasing risk,
exacerbating symptoms and in reducing treatment compliance (Borum,
Swanson, Swartz and Hiday, 1997). In short, the motivation and readiness of
mentally disordered offenders to engage in a criminogenic assessment and
treatment process may be low. A potential related concern is that adopting
an offence focus will exacerbate symptomatology (Mason and Mercer,
1998). However, little evidence to support this concern is available.
CONCLUSIONS
In this paper we have sought to provide some comparisons between models
of assessment and treatment commonly used with offenders in criminal
justice settings, and those used with offenders in mental health settings. We
believe that both models have value, with the strengths of the criminal
justice model lying in its ability to assess risk and identify treatment targets,
and the strengths of the psychiatric model in its ability to engage patients
and deliver responsive interventions. The literature reviewed suggests to us
that violent behaviour might be functionally similar in both groups and as
such that any assumption of a fundamental difference between the two
groups is likely to be wrong. We suggest that the principles of good practice
established in correctional systems should be applied in psychiatric settings
(risk, needs, responsivity), and that the criminogenic vs. non-criminogenic
need distinction should be made in psychiatric treatment for the disordered
offender. Programmes with non-disordered offenders based on the ‘what
works’ principles can be considered evidence based (Day and Howells,
2002), and indeed the English prison and probation services currently only
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accredit programmes that adhere to stringent evidence-based criteria.
Grubin (2001) concludes that very few treatment programmes in forensic
mental health services would currently meet these evidence-based standards.
Conversely, criminal justice models of intervention would be strengthened
by incorporating features of the mental health model, particularly its
emphasis on detailed assessment, formulation and planning for the
individual client.
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